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Editorials
2
In September 2011 world leaders at-
tending the United Nations high-level 
meeting on noncommunicable diseases 
recognized that these diseases are one 
of the major challenges to international 
development. However, among the 
wide-ranging discussions at the meet-
ing, one topic received scant attention: 
the issues facing countries emerging 
from armed conflict. This mirrors the 
virtual absence of noncommunicable 
diseases on the agendas of leading global 
institutions engaged in humanitarian 
and reconstruction efforts in conflict-
affected countries.1 We argue that this 
is an important gap that can, and must, 
be filled.
The post-conflict phase begins 
when there has been a prolonged cessa-
tion of armed hostilities or signing of a 
peace agreement. It is characterized by 
increasing peace and stability (although 
insecurity and violence may still exist in 
certain regions) and countries involved 
often attract large-scale development 
aid and private investment. The period 
of post-conflict status may last between 
approximately five and 20 years.
A combination of shifting geo-
politics and global economic and de-
mographic development is changing the 
type of countries affected by conflict. 
They are increasingly countries with 
higher incomes and life expectancy, 
and thus a higher burden of noncom-
municable diseases.2 For example, the 
years of life lost from noncommunicable 
diseases in Libya are three times higher 
than from communicable diseases. 
Similar patterns can also be seen in, for 
example, conflict-affected countries in 
the Balkans, the Caucasus region and Sri 
Lanka. In marked contrast to conflicts 
in much poorer countries, many people 
with noncommunicable diseases in 
these countries have survived because 
they have had access to long-term treat-
ment but they are then left vulnerable in 
times of conflict.2
The most obvious area of concern 
relates to mental health, resulting from 
exposure to violent and traumatic 
events, forced displacement, impover-
ishment, uncertainty and isolation. Not 
surprisingly, surveys reveal very high 
levels of mental ill-health in countries 
emerging from conflicts.3
Rather less attention has been paid 
to the ways the post-conflict environ-
ment increases risks of other noncom-
municable diseases. First, high levels 
of psychological distress contribute to 
harmful health behaviours, such as haz-
ardous drinking and increased smok-
ing, which in turn increase the future 
burden of noncommunicable diseases. 
Second, post-conflict countries com-
monly experience rapid urbanization, 
also associated with increased alcohol 
and tobacco use, as well as higher levels 
of obesity and reduced physical activity. 
Third, tobacco, alcohol and food compa-
nies often take advantage of weakened 
post-conflict trading systems.
This toxic combination of stress, 
harmful health behaviours and aggres-
sive marketing by multinational compa-
nies in transitional settings4,5 requires an 
effective policy response,6 but often the 
state has limited capacity to do this. For 
example, Afghanistan has no national 
policy, strategy, targets or coordinating 
body for noncommunicable diseases. 
With the exception of the European 
Commission, none of Afghanistan’s 
donor partners have prioritized preven-
tive or curative services for noncommu-
nicable diseases in their programmes.7 
This policy vacuum provides an open 
door for multinational companies to 
influence policies in ways that under-
mine efforts to control tobacco and 
alcohol use or improve unhealthy diets 
in transitional countries.4,8
Health systems in many post-con-
flict settings have difficulty responding 
to existing noncommunicable diseases. 
For example, Somaliland has no psychi-
atric professionals or related medica-
tions available in primary or secondary 
health services, despite the conflict end-
ing almost two decades ago.9 Services for 
other noncommunicable diseases are 
also extremely limited – hypertension 
is largely untreated in Iraq despite it 
having some of the highest levels in the 
region.10 In many post-conflict coun-
tries, noncommunicable disease care is 
mostly provided by the private sector, 
with high costs excluding poor people 
or placing them at risk of catastrophic 
expenditure. In countries where poverty 
levels are often already extremely high 
(and often magnified by the conflict), 
such expenditure creates a vicious cycle 
whereby poverty and disease continually 
reinforce one another.6
The challenges of addressing non-
communicable diseases in post-conflict 
countries are many and complex, 
particularly in countries with high 
levels of infectious disease, i.e. facing 
a double burden of disease. However, 
the post-conflict period can provide a 
window of opportunity to undertake 
fundamental reforms to better address 
the population’s health needs. While ex-
isting humanitarian guidelines provide 
minimum standards for health services 
for some noncommunicable diseases, 
more substantive support is required 
to address their underlying social and 
environmental determinants, to support 
governments to enact and enforce pre-
ventive legislation and policies, and to 
provide comprehensive services to treat 
them.11 The declaration of the United 
Nations General Assembly on non-
communicable diseases reiterated the 
Member States’ commitment to tackling 
this global epidemic. It is essential that 
populations recovering from conflict are 
included in this commitment. ■
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